The anatomical changes that are imposed by RYGB lead to dramatic reduction in the amount of nutrients available to patients. Nutritional and metabolic complications can develop when there is an exaggerated response to the anatomical and functional changes or when there is inadequate nutritional supplementation.
INTRODUCTION
T he Roux-en-Y gastric bypass (RYGB) is the most universally accepted technique for the surgical treatment of morbid obesity, with significant weight loss and frequent resolution of comorbidities in most patients.
The anatomical changes that are imposed by RYGB lead to dramatic reduction in the amount of nutrients available to patients. Nutritional and metabolic complications can develop when there is an exaggerated response to the anatomical and functional changes or when there is inadequate nutritional supplementation.
In RYGB the stomach volume is reduced; the surgeon creates a proximal gastric pouch with a capacity of 30 to 50 ml, anastomosed to a 70 to 100 cm jejunal loop, with transit reconstruction in a Roux-en-Y fashion with a jejunojejunostomy 50-70cm distal to the angle of 4 and thiamine, metabolic bone disease and cholelithiasis (50%) 1 are common after RYGB, though.
The pathophysiology of these deficiencies in RYGB is related to reduced nutrient intake, decreased acidity, pepsin and intrinsic factor due to the stomach reduction and the exclusion of the stomach acid medium and of the absorptive surface of the duodenum and proximal jejunum. Of these aforementioned RYGB-related deficiencies, the ones of B12 vitamin, iron and calcium, and also cholelithiasis, are caused, at least in part, by the duodenum and proximal jejunum exclusion. 
A B S T R A C T
Nutritional and metabolic complications can develop after Roux-en-Y gastric bypass (RYGB) when there is an exaggerated response to the anatomical and functional changes or when there is inadequate nutritional supplementation. Severe malnutrition is rare, but deficiencies of vitamin B12, iron, calcium and thiamin, metabolic bone disease and gallstones are common after RYGB. Shortage of vitamin B12, iron, calcium and also cholelithiasis are caused at least partially by excluding the duodenum and proximal jejunum from food transit. We designed a new procedure, with the maintenance of the duodenum and proximal jejunum in the gastrointestinal transit through interposition of jejunal loop, as a primary operation to prevent such deficiencies or as corrective surgery for severe malnutrition after RYGB with failure in responding to conservative treatment.
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SURGICAL PROCEDURE
The surgical procedure is done according to the technique schematics devised by the author's graphics (Figures 1 and 2 ).
The primary operation follows the technical steps of RYGB (Figure 1a ) except for the reconstruction of the food transit: after gastrojejunostomy, the jejunal loop brought to the supramesocolic area and sectioned at approximately 25 to 30 cm from the anastomosis (Figure 1b) is latero-laterally anastomosed to the second portion of the duodenum, being complemented with the inframesocolic, termino-terminal, or preferably latero-lateral, jejunojejunal anastomosis ( Figure 1c ).
The 20 to 30 cm jejunal loop interposed between the stomach and duodenum is as effective as Roux-en-Y bypass to promote the reduction of enterogastric reflux 6 .
The inclusion of the duodenum in the food transit can also be used as a corrective surgery in patients with severe protein-calorie malnutrition unsolved by exhaustive conservative treatment attempts, and can be achieved through two techniques (Figure 2 ).
The first technique involves two sections and two anastomoses (Figures 2b and 2c ) and the second, only one section and one anastomosis (Figures 2b1 and   2c1 ), but the former, with a short interposed jejunal loop, should be the choice when the RYGB original alimentary loop (Figure 2a) is long, favoring angulation.
The results of clinical evolution and nutritional and metabolic aspects of patients undergoing this technique as a primary or corrective surgery for severe protein-calorie malnutrition with conservative treatment failure were satisfactory and, in due course, will be published. 
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